stimulatory effect on exocrine pancreatic function has been demonstrated by Broe & Cameron (1983) in a canine model, the delay actually favours a hypersensitivity process, the complication occurring as it did in the absence of ongoing drug exposure.
Azathioprine can have a critical role in the treatment of a number of conditions, and the potential loss of the agent due to suspected hypersensitivity may pose severe limitations on management. Because of the relatively nonspecific nature of these reactions, rechallenge may be warranted under such circumstances. The experience of the present patient, however, illustrates that such practice is attended by serious risk and should only be contemplated under strictly controlled conditions andAvith the ready availability of full resuscitation facilities. Case Report A 72-year-old woman presented with a 4-week history of increasing dyspnoea and a dry cough. She had been a heavy cigarette smoker. Examination revealed the classical signs of superior vena caval obstruction and malignant glands in both supraclavicular fossae. A chest X-ray showed a large 'Accepted 30 July 1985 right hilar mass strongly suggestive of a primary bronchial carcinoma, but sputum cytology revealed no malignant cells. In view of her symptoms and poor overall condition, she was treated promptly with oral prednisone 30 mg daily and palliative radiotherapy. She received 3600 cGY midplane dose in 9 fractions over 21 days with parallel opposed megavoltage fields to the mediastinum and supraclavicular fossae. Six weeks after radiotherapy, the venous obstruction and the nodal disease had subsided.
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Three months later she required a cystoscopy to investigate painless haematuria. A solid 3 cm lesion was noted on the posterior wall of the bladder. Histology showed the features of metastatic small cell carcinoma of bronchial origin (Figures 1  & 2) . Chemotherapy was not offered due to the patient's poor general condition and she died 2 months later.
Discussion
Secondary tumours of the bladder are rare and are usually from direct invasion from adjacent organs. In an extensive retrospective study, Ganem & Batal (1956) reported on 80 cases of secondary tumours of the urinary bladder, of which 25 were from a primary in the stomach, 18 from melanoma and 6 from bronchial carcinomas of unspecified type. There have been no recent reports in the literature of small cell carcinoma of the bronchus metastasizing to the bladder.
However, there have been two recent reports of small cell neuroendocrine tumours occurring in the bladder without any evidence of a primary bronchial neoplasm (Davis et al. 1983 , Cramer et al. 1981 ). Two of the 4 patients had disseminated disease and chemotherapy for small cell bronchial tumours induced partial remissions.
Our patient had too low a Karnofsky score to be considered suitable for intensive chemotherapy. However, in suitable patients with disseminated small cell carcinomatosis, modern chemotherapeutic regimens containing an alkylating agent with etoposide can induce complete remissions in up to 25% of cases (Sprio 1985) . It is suggested that an oncological opinion be sought should the initial diagnosis be made by an urologist, so that effective chemo-and radiotherapy can be started. A case is described of haemorrhage from small bowel metastases, with coexistent local recurrence of large bowel adenocarcinoma, presenting with melaena. This association has not been reported previously. Visceral angiography was useful in defining the source of bleeding and small bowel resection gave suitable palliation.
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Case report A 61-year-old man presented with closed loop large bowel obstruction. At laparotomy a stenosing carcinoma of the distal sigmoid was found and a defunctioning transverse loop colostomy fashioned. Three weeks later sigmoid colectomy was performed with a circular stapled and endto-end colorectal anastomosis (31 mm cartridge). The tumour had perforated locally with some peritoneal contamination and macroscopically was penetrating through the serosa; histology showed a moderately well-differentiated adeno-'Case presented to Section of Surgery, 3 November 1982.
Accepted 19 June 1985 carcinoma (Duke's B). The transverse colostomy was closed two months later using a linear stapler, after a satisfactory radiographic contrast study of the anastomosis.
The patient remained well for eight months after the colectomy and then presented with melaena and a haemoglobin of 57 g/dl. Fibreoptic gastroduodenoscopy showed no source of bleeding. With perseverance, a suitably clean bowel for adequate sigmoidoscopic views was obtained. This showed mucosal irregularity at the anastomosis, confirmed on barium enema, and biopsies positive for adenocarinoma. Scintillation liver scan and serum CEA were normal.
After transfusion and a month's rest he presented again with melaena and was anaemic. A superior mesenteric arteriogram demonstrated two abnormal clusters of vessels arising from ileal arteries, one being adjacent to the staples of the colorectal anastomosis and the second adjacent to the anterior abdominal wall near the drain tube site (Figure 1) .
At laparotomy the findings were: colorectal anastomotic recurrence with a mass of tumour fixed to the pelvic side wall and iliac vessels; multiple fine nodular metastases over the liver capsule and peritoneum; four 2 cm nodular metastases in the small bowel mesentery; and three intramural metastases of the mid-ileum, one adjacent to the anterior abdominal wall, one adjacent to the anastomosis and one mobile. The ileal intramural metastases (presumed to be the source of haemorrhage) were resected and a transverse colostomy was constructed.
The mucosal surfaces of all three intramural
